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{C 000} Initial Comments {C 000}

Report of a Follow-Up Construction Survey by Ed 
Miller May 3, 2016.

The following deficiencies cited during the 
Follow-Up Construction Survey, have not been 
satisfactorily corrected and will require a new 
Plan of Correction.

 

{C 164} Housekeeping and Furnishings-Clean, Repaired

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0306 HOUSEKEEPING AND 
FURNISHINGS
(a) Adult care homes shall:
(1)  have walls, ceilings, and floors or floor 
coverings kept clean and in good repair;
(2)  have no chronic unpleasant odors;
(3)  have furniture clean and in good repair;
(e)  This Rule shall apply to new and existing 
facilities.

This Rule  is not met as evidenced by:

{C 164}

1.  Based on observation, some building 
components were not maintained in clean, 
repaired condition.

Findings on May 3, 2016:
a)  The following areas still had HVAC return 
vents and their associated radiation dampers 
covered with dust and dirt, which could interfere 
with the damper activating properly in a fire 
emergency.

Kitchen
House Manager Apartment
Living
Dining left return
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{C 189}Continued From page 1{C 189}

{C 189} Building Equipment Maintained Safe, Operating

SECTION .0300 - PHYSICAL PLANT
10A NCAC 13F .0311 OTHER 
REQUIREMENTS
(a)  The building and all fire safety, electrical, 
mechanical, and plumbing equipment in an adult 
care home shall be maintained in a safe and 
operating condition.
(k)  This Rule shall apply to new and existing 
facilities with the exception of Paragraph (e) 
which shall not apply to existing facilities.

This Rule  is not met as evidenced by:

{C 189}

2.  Based on observation, the facility components 
were not maintained operable by having doors 
that did not close completely and latch.  

Findings on May 3, 2016:
New Citation 
f)  Storage room door next to the Laundry was 
warped and did not latch.
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